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A CASE OF RECURRENT AUTOHYPNOTIC SLEEP, 

HYSTERICAL MUTISM AND SIMULATED DEAF¬ 
NESS; SYMPTOMATIC RECOVERY WITH 
DEVELOPMENT OF HYPOMANIA 

By Bernard Oettinger, M.D., 

NEUROLOGIST TO THE HOSPITAL FOR THE CITY AND COUNTY OF DENVER, AND 
st. Anthony’s hospital, Denver, col. 

Ignorance as to any rational explanation for the inconsist¬ 
ent manifestations of hysteria, recognition of genuineness 
which some of these compel, not alone in the face of frequent 
voluntary exaggeration but even where actual symptoms are 
associated with other conditions entirely simulated, wring 
from the clinician a tantalizing interest. All too frequently for 
his peace of mind, the latter may observe typical anesthesias 
and paralyses less amenable to treatment than those which 
result from organic lesions. Rarer forms, however, present¬ 
ing pathological sleep and mutism, are infrequently observed 
in English-speaking countries if we may judge from paucity 
of communications relating to these conditions in the medical 
literature of our tongue. For this reason the following re¬ 
port : 

January 23, 1907, a male patient was brought to the Den¬ 
ver City and County Hospital who presented the following 
picture: a man who lies quiet and dorsally recumbent. He 
appears .to be sleeping, his condition unlike stupor or coma, is 
suggestive of the hypnotic state. Facial innervation is not re¬ 
laxed, the brows are wrinkled into a frown, there is a constant 
tremor of the closed eyelids. Attempts to open the latter are 
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resisted, at which time the eyeballs are also turned upward. 
Respirations 20 per minute, somewhat superficial. Pulse 66, 
small, compressible. Temperature 97 deg. F. (axilla). Face 
rather pale, no cyanosis.- No paralysis of cranial nerves to be 
noted on inspection. Test of pupillary reaction impossible 
because of upturned bulbi when lids are forced apart. No ex¬ 
ternal lesion whatever but examination of the skull shows 
that at some time previously this had been trephined on the 
left side over the anterior temporal region. The opening is 
2 inches from above downward, about i J / 2 inches laterally, the 
central point of the aperture being 3^2 inches upward and 
slightly forward from the center of the external auditory 
meatus. Heart and lungs negative except for slight muffling 
of heart sounds. The limbs are occasionally moved voluntar¬ 
ily and also in response to pin-pricks and when touched by a 
test tube containing very hot water. No muscular rigidity. 
Extremities when raised fall with normal tonus. Abdominal, 
cremaster, patellar, and Achilles reflexes present but some¬ 
what sluggish. Babinski negative, plantar reflex positive. 
A catheterized specimen of urine shows a clear fluid of light 
yellow color, S. G. 1,030, acid reaction, albumin and sugar 
negative, some epithelial debris. 

The patient could not be roused no matter how loudly 
called to. Pressure at the supraorbital foramina also failed to 
awaken him although the effect of pain was noted in a more 
pronounced wrinkling of the brows. In all, the state of un¬ 
consciousness presented inconsistent features, namely: on 
the one hand, a sleep apparently less profound than stupor 
from which the patient could not be roused by ordinary 
means; on the other, the irritable conjunctive, absence of 
stertor or any variation from normal respiratory rhythm, were 
findings not in accord with the clinical picture of coma. Most 
puzzling was the relation, if any, of the trephining to the pre¬ 
senting condition. Tendency to somnolence without paraly¬ 
sis suggested possible left frontal lobe lesion. Opposed to 
this supposition was the site of operation which lay posterior 
to the area of probable election, had direct access to the 
frontal lobe been intended. 

The patient was given an enema and fed milk, and egg and 
milk by spoon. He swallowed without difficulty. It may be 
added that throughout this sleep, the bowels moved only in re¬ 
sponse to enemas and that the patient held his urine unless 
catheterized. 

Several days later I had some of the following history 
from the wife. From time to time she added more, so that 
knowledge of its entirety was obtained long after observa¬ 
tion alone precluded all possibility of an organic lesion in this 
case. 
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W. S., aged 34 years, occupation retail clerk, is of German 
parentage but born in the United States. He was hit by a 
baker’s wooden paddle on the left side of the head in May, 

1905. At the time of the accident the patient was standing on 
a freight elevator in the basement of the store where he was 
employed. The paddle fell from the third floor and although 
the man had on his hat, the blow “raised quite a lump.” S. 
was not obliged to discontinue work, but he began to be for¬ 
getful. About three weeks after the accident, he awoke one 
night and complained of a queer feeling in his head, and a 
little later of terrible pain where he was struck. Thereafter 
he felt unable to work, became mentally depressed and in all 
ways apathetic of his environment. He undertook nothing 
upon his own initiative, and if sent to make small purchases, 
his memory often failed him. A trip to the mountains for sev¬ 
eral weeks resulted in no improvement. The wife, believing 
that a change of climate might benefit her husband, went East 
with the patient, returning to his former home. The head¬ 
ache grew steadily worse. He was placed in a hospital and in 
January, 1906, was trephined over the site of the original in¬ 
jury. Following the operation his memory improved and the 
headache abated for a time, but in February the pain returned. 
The patient now developed also, a spasmodic torticollis which 
drew his head to the left. One morning following a restless 
night, S. could not be awakened. He slept for four days in 
spite of all efforts to arouse him, including those of several 
physicians. The patient then awakened of his own accord, 
and remained awake, except for normal sleep for two days. 
He then fell asleep and so remained for 46 days. The first 
day of this—the second sleep—he was returned to the hospi¬ 
tal. After fourteen days the trephine flap was turned back 
and immediately closed, nothing abnormal being found. The 
awakening this time was gradual, covering a period of several 
days. He now helped about the wards. Speech and all move¬ 
ments were very slow. S. had no memory of the events which 
occurred during the two days’ interval between these two per¬ 
iods of sleep. He also had the belief that he would never leave 
the hospital alive, and that his people wished to put him out 
of the way. For this reason he refused to eat any of the deli¬ 
cacies his relatives brought him. although he gave these to 
other patients. He also cooked his own food. In August, 

1906, the wife insisted that S. leave the hospital, and there¬ 
after he no longer referred to the delusions mentioned. Dur¬ 
ing the same month S. accompanied by his wife and child 
went to St. Louis. Immediately and of his own accord he 
looked for work which he found first in a lead pipe factory 
and later with a firm that manufactured terra cotta. He got 
along nicely, but wishing to again come to Denver, S. re- 
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turned to this city with his family in October, 1906. Again 
he immediately sought employment and within a few days 
took a position with a grocery firm with whom he remained 
until the second accident occurred. As an employee, the firm 
found S. satisfactory, yet thought him peculiar. In January, 
1907, the patient was kicked in the left thigh by a horse and 
was disabled for about two weeks. During this time he be¬ 
came drowsy. For several days previous to January 16, 1907, 
S. came to meals when called but slept all the time between 
them. On that date he went to sleep and could not be roused. 
One week later he entered the City and County Hospital. 

Even so much of the’history as I obtained in the first in¬ 
terview with the wife together with the objective findings, 
were sufficient to make certain the diagnosis of hysteria, a 
term I use with never-failing repugnance because it compre¬ 
hends so much‘which is inexplicable. Yet certainty of pre¬ 
senting functional disturbance did not entirely satisfy because 
of the trephining undertaken by careful observers and the 
knowledge that organic and functional disease are not infre¬ 
quently concomitants. Inquiries of both physicians brought 
replies which substantiated the wife’s statement, namely: that 
operation was done for relief of headache and not because of 
any distinct localizing sign. 1 With this information, proba¬ 
bility of organic lesion could be eliminated. The patient’s 
condition remained unchanged from day to day except for 
slight loss in weight and a rise of temperature on three days 
due to a mild cvstitis which readily yielded to bladder, irriga¬ 
tion. Occasionally S. changed his position in bed, moaned or 
muttered “Helen,” “home,” and “water.” I now endeavored 
to arouse the patient, using first apomorphine. A 1-10 grain 
under the skin induced copious emesis but the patient vomited 
in sleep and continued sleeping. Better results were attained 
by cool, full baths given three times a day at the bedside. 
After the first bath, S. resisted so strenuously by grasping 
the bedrail or blocking the porter’s movements with a foot, 
that both men received bruises. About the fifth day the pa¬ 
tient was awake, his return to consciousness taking place grad¬ 
ually. A photograph (Fig. x) taken during this time shows 
the right eye partially open. The third prolonged sleep lasted 
35 days. 

After his return to a normal habit of sleep and waking 
hours, S. was mute. On the first day he was awake (Feb. 28, 
1907), S. opened his eyes promptly upon my request; the next 

’It is due the surgeon to state that he reports having found a cortical 
cyst which was evacuated, and adds that operation result was practically 
nil. According to the wife’s recollection post-operative improvement of 
the headache and memory occurred, the former, however, returning with 
renewed severity the following month. 
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day and thereafter, he was apparently deaf to language and 
ordinary sounds until June 19, 1907. The patient told me 
that he regained his hearing simultaneously with return of 
speech. Strange to say, throughout the period of seeming 
deafness, S. heard the infant cries in the adjoining ward, to 
which he would respond by preparing a food bottle or by some 
other self-assumed service. At this time he consistently de¬ 
feated every attempt on my part to surprise him into betrayal 
of audition. One reason for this lay in the difficulty of com¬ 
municating with the patient in any way. The presenting com 



Fig. 1. 


dition appeared to be a general retardation of receptivity. For 
instance, immediately after S. awakened, on being told to sit 
or stand, he appeared perplexed and unable to decide carry¬ 
ing out one or the other movement. Within two days the pa¬ 
tient appeared completely deaf. All attempts to gain his at¬ 
tention by speech were futile. That S. retaining hearing for 
the cries of children, should not comprehend spoken words, 
was certainly inconsistent, but we were dealing with hysteria, 
and if the thought of mind deafness for ordinary sounds with 
retained ability to hear those of emotional content, presented 
itself, the idea was seemingly corroborated by an associated 
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partial mind blindness. At this time S. would pore over the 
simplest written question so long that an extended conver¬ 
sation was impossible. Here, too, defective cerebration 
seemed to manifest itself in retarded receptivity, for the ques¬ 
tion once grasped was answered with comparative prompt¬ 
ness, in spite of very deliberate penmanship. It may be added 
that suddenly and for a few days only, S. merely copied the 
question put, instead of answering it, and also that stereotypy, 
too, had been noticeable. Immediately after awakening from 
his prolonged sleep, the patient again and again wrote, “Clean 
clothes,” “Helen,” “Go home,” and as often as he repeated the 
last, he invariably wrote “Home” and prefixed “Go” (Fig. 2). 






A strong induced faradic current was applied to the larynx 
externally with intent to bring about vocal protest, if possible. 
The result was nil. No greater success attended the attempt 
to hypnotize the patient. His facial expression denoted ap¬ 
prehensive excitement during the seance, but suggestion at¬ 
tempted by gesture and mental effort was not responded to. 
Later the patient spoke of his successful resistance to sugges¬ 
tive influence with complacency. This, then, wds the condi¬ 
tion of S. at the time my service ended, but I continued to see 
him twice or thrice a month. For about two months I could 
observe little change, then a gradually increasing celerity of 
movement was noticeable. Now and again a nurse would tell 
me she thought the patient could hear, not only because of his 
voluntary services in the children’s ward, but for the reason 
that occasionally he would carry out spoken instructions. Once 
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he had closed a faucet as if the running water disturbed con¬ 
versation. By the last of May he would converse fluently in 
writing. I therefore wrote: Q. “Do you hear anything that 
is going on about you?” A. “No, sir.” Q. “Then how is it 
that you hear when the babies cry?” A. “I can tell on their 
features.” Q. “But you hear them when you are in this room 
and they are outside?” A. “No, this is an impossibility.” Q. 
“Try to use your voice; you can if you make a big effort.” 
A. “That is past.” Q. “Wouldn’t you like to go out of the 
hospital and keep house again with your folks?” A. “I would 
not go anywhere else; I’ve been in so much. There are lots 
of useful things that can be done even if you can’t talk or 
hear.” Q. “Now I am going to talk to you with the lips. You 
answer on paper.” A. “I can catch some of the words proba¬ 
bly.” 

The result of these efforts was that not once when the 
nurse or I framed a question by lip movement did the patient 
comprehend. The same questions, for instance concerning 
the day of the month, etc., asked in an ordinary tone of voice 
always resulted in his writing an appropriate word or two, to 
which S. would point and look inquiringly. In spite of the 
palpable fraud and my accusation of deception on his part, he 
insisted that he could not hear. This attitude, inexplicable at 
the time, became less so as the psychosis became more pro¬ 
nounced. Two weeks later I saw the patient again. He 
wrote: 

“Dr. Wood 2 says I can talk in a few weeks. I am well sat¬ 
isfied to get this chance” (i.e., promotion to position of porter 
with pay, the same being dependent, however, upon his abil¬ 
ity to speak). Q. (spoken) “When will you begin to talk?” 
A. (written) “That is as near as I can say.” Q. “You can 
hear me now, can’t you?” A. “No, sir, it is from the lips.” 

Nevertheless S. regained hearing and voice suddenly the 
next day. He spoke with fluency 'after a period of mutism 
lasting 4 months and 19 clays. There was no dramatic pre¬ 
lude to the change. He was given porter work to do but it 
was at once apparent that whereas during the time he was 
mute, S. had evinced a willing and kindly disposition, had 
been industrious and had well planned his work, he now 
passed from one thing to another and failed to finish a single 
task. He was garrulous, boastful, irritable and in all ways 
exceedingly officious. He got for himself various little luxur¬ 
ies with the money he had, or could borrow and as much as 
he could obtain on credit. Discharged as porter, he refused 
to leave the hospital, and said he was “done with outside life.” 

Tor ten days, Dr. Wood, one of the house doctors, had been making 
a show of treating the patient’s throat. 
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Claiming his life was endangered by the hostile attitude of 
the hospital help, he purchased a revolver, and this in turn led 
to the patient being placed in the insane ward, as the other 
employees began to fear the man. During this' time I re¬ 
examined S. and found him a man of powerful physique and 
weighing almost 200 pounds. Sensation was normal, but the 
plantar, pharyngeal, nasal, aural and conjunctival reflexes were 
diminished. There were no hallucinations. He explained his 
actions with plausible complacency and delusion referred only 
to incorrect judgment arising from an exaggerated sense of 
capacity and self-importance. After spending 10 days in the 
insane ward, S. willingly left the hospital and got for himself 
a position of clerk in a retail fruit store. But within a week 
he was arrested for disturbance. He had peddled his card to 
passers-by, to gain, as he explained, a personal following in 
his business, and this action led to a quarrel and to his arrest. 
An additional sentence was imposed for carrying a concealed 
weapon, which sentence he is still serving. No effort was 
made to obtain the man’s release as he preferred to remain in 
jail to returning to the insane ward, but that he will soon bring 
about his detention in the hospital, by irrational conduct of 
some sort, there can be no doubt. 

In all, the history of this patient is interesting and instruc¬ 
tive. For one thing, the ease with which even careful diagnos¬ 
ticians may mistake hysterical pain for that due to organic 
lesion, is amply demonstrated. Likewise is shown, how in a 
given case, one may be required to differentiate function sup¬ 
pressed in response to abnormal egocentric ideas from actual 
simulation, both conditions presenting. Especially interest¬ 
ing to me has been the constant yet varied picture of mental 
dissociation. Thus the patient, to some extent depressed 
while dominated by the idea of mutism, exhibits approximate¬ 
ly normal cerebral reflexes as regards his work, which he per¬ 
forms in an orderly and otherwise adequate manner. Stimu¬ 
lated to overcome speech inhibition and thus acquiring a nor¬ 
mal reflex in this respect, depression is very soon replaced by 
hypomania, continuous futile exertion and material loss of 
judgment. The factor of dominating pathologic mentality will 
again be referred to. Consideration of individual symptoms 
suggests, as here in place, a line of thought concerning thera¬ 
peutics in this class of cases. 

Psychotherapy in the church or out of it and in the pro¬ 
fession, has attained an established place in methods of treat- 
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ment. As thus recognized, cure is obtained through a per¬ 
suasive idea of well-being, reception of which is voluntarily 
undertaken by the patient. It is obvious that in the present 
instance, because the avenues of sight and hearing were not 
available to conversational suggestion, such procedure was not 
feasible. For this reason physical means embodying some discom¬ 
fort were employed in the hope that mental resistance to their 
effect would invoke sufficient effort of will to overcome in¬ 
hibition of centers usually automatic; hence the battery, the 
use of apomorphine and finally cool immersions. The last 
were sufficiently discomforting to arouse the patient from ab¬ 
normal sleep in five days. Had I been able to magnify the 
gripping impressions which were induced by nothing more 
formidable than rapid immersions by aid of a ducking stool, I 
feel sure the awakening of S. would have occurred within the 
same number of hours or perhaps minutes as were required in 
days. As the public now thinks, the attempt to restore cer¬ 
tain central reflexes to the norm by harmless yet forceful men¬ 
tal impressions through physical aids, would no doubt be 
largely misinterpreted. The physician would need to not only 
manufacture his own paraphernalia, but reconstruct public 
opinion as well. Yet we know that when sudden and vivid 
mental impressions from natural causes have been brought 
about, the effect on hysterical loss of function has always 
been marked. In the train of the great San Franciscan earth¬ 
quake and succeeding fire of 1906, the restoration of function 
in many paralytics has been related. Especially in point is the 
history of a case of prolonged sleep related by Herbst. 3 This 
person, an Austrian woman, had slept in bed for 17 years and 
during a period of six years before this time had often slept 
whole days and once continuously for 30 weeks. Nourishment 
was taken at regular intervals and delay in its offer produced 
great restlessness. When the woman wanted water, she 
smacked her lips until it was given. This person awakened 
during an alarm of bells rung because of fire near her dwell¬ 
ing. She was at once mentally clear and remembered all that 
had occurred previous to her sleep. 

And again, if mental suggestion by aid of another person 
be employed, there is no reason why the stimulus should be 


3 Herbst, E. Wiener Med. Presse, No. 6, page 272. 
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confined to a single or a few human emotions. Religious heal¬ 
ers use the idea of an all-pervading love, suggestion as em¬ 
ployed to-day by regular practitioners, usually comprehends 
the certainly less potent thought of confidence in the return 
of one’s own power to be or to act. However satisfying to con¬ 
template the employment of such attractive sentiments, in the 
abstract, we know that there are other passions which play 
as great a part in human life and one may therefore ask, why 
not develop systematic use of these more common but less 
beautiful emotions, i.e., to inspire return of function through 
fear, hate, jealousy, avarice, etc. I know of an instance where 
a patient long bedridden because of hysterical paraplegia, left 
his bed and the hospital to recover a wallet containing money, 
shortly before inherited, which had been stolen from under 
his pillow. The point I wish to make is this: that I believe 
the scope of psychotherapy may be enlarged by systematic 
use of disagreeable as well as pleasing emotions, and that sug¬ 
gestion through material means may at times be profitably 
substituted for that which is personally intimated. 

Finally, however, with good effect which accrues from sug¬ 
gestion conceded, we need remember the limitation of benefit 
to be attained in hysterical conditions by the suppression of 
any one symptom, whatever the means employed. The abnor¬ 
mal mentality remains and even may be accentuated by a 
seeming clinical victory, as happened with my patient. And 
because the essence of the affection is a psychosis, no matter 
what the nature of its physical expression, lasting good from 
therapeutics can only come with capacity to treat morbid idea¬ 
tion from the viewpoint of its etiology. In respect to this 
momentous problem, we do well to look for little assistance 
from the present-day psychologist. Like his predecessor the 
metaphysician, his service to the study of insanity must con¬ 
tinue to be confined to analyses of thought processes. His 
labor as regards cause of insanity will never be elementally 
constructive while the relation of brain cell and nascent idea 
remains unsolved. The prospect is brighter respecting the 
researches of physiological chemistry. Psychologist and 
chemist alike can only record the manifestations of vital phe¬ 
nomena and not explain them, yet the latter has the advantage 
in possessing as his sphere of action, the study of material 
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reactions which seem to be an integral part of such phenom¬ 
ena. The chemist has therefore to do with mere raw material 
and material byproduct of mental metabolism, a problem, in¬ 
tricate enough yet humbler and therefore, possessing better 
promise of solution than the work of the psychologist who 
analyzes mentality after its transmutation from physical ele¬ 
ments. It is true that as yet little time has been devoted to 
the study of metabolism with direct reference to mental .pro¬ 
cesses, which is explained by the fact that our profession 
does not yet recognize the urgent need of it. And yet since 
the discovered cause of cretinism, wherein absence of glandu¬ 
lar function predicates with absolute accuracy the character 
of the associated psychosis, treatment of insanity may be 
viewed in a new light. In a former time the attempt to re¬ 
store abnormal mentality solely by specific correction of body 
chemistry would have been deemed absurd. To-day the same 
measure forecasts the most hopeful and rational procedure for 
the cure of insanity. Our dependence upon the improvement 
of metabolism to benefit mental conditions is well reflected 
in the clinical pictures of such forms of insanity, acute and 
subacute, which are called curable, in that physical improve¬ 
ment goes hand in hand with mental betterment. More than 
this, however, it may be noted in the sole methods of treat¬ 
ment which we empirically employ in these conditions: we 
induce sleep, increase elimination, raise the per cent, of iron 
content of the blood, correct circulatory disturbances and in 
all ways try to improve body chemistry. On the other hand, 
the mental sluggishness of acromegaly and myxedema, the de¬ 
lirium of Graves’ disease, the brain and cord affections in 
grave anemias and cachexias, the frequent brain and cord le¬ 
sions associated with perverse metabolism resulting from, 
but not directly due to, the virus of the infection, as in syphil¬ 
is—all these are links in a chain of analogies strongly pre¬ 
sumptive of this fact, viz.: that not only is every psychosis 
the effect, direct or indirect, of disturbed metabolism, but that 
differences in character make-up within limits of normal de¬ 
viation, are not less dependent upon varying totalities of body 
chemistry. In accordance with this idea, even as a mere 
working hypothesis, we should have laboratories at, or associ¬ 
ated with, our State Hospitals for Insane where the study of 
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relation between glandular organic toxins, systemic ferments, 
etc., and clinical manifestations of insanity should be assidu¬ 
ously furthered. Such investigation concerning the effect of 
systemic toxins on mentality would be in line with active 
work of the same character, now being pursued to establish 
etiological factors of morbid conditions which belong to other 
departments of internal medicine. This study should further¬ 
more be undertaken in each State by a commission with re¬ 
quired full co-operation of governing boards of State Asylums, 
a condition which would permit the problem of prognosis and 
treatment of insanity to enter into a new and therefore more 
hopeful era. 

ADDENDUM 

The clinical history as it appears in the foregoing, describes 
the patient’s condition up to about August i, 1907. When seen 
six weeks later S. was no longer a hypomaniac but presented 
a delirium so expansive as to preclude, as I believe, possible 
recovery without a residual dementia in some 'degree. The pa¬ 
tient was returned to the Insane Department of the City and 
County Hospital on a commitment sworn to by the wife, who 
feared violence on his part. As I entered the ward S. called 
to me and extended an invitation to witness his marriage to a 
beautiful lady of 19 years. On being reminded that he was 
already married, S. replied knowingly that he would get around 
that by joining the Mormon church. The head nurse, whom he 
gave the title of “ Judge,” was to perform the ceremony. Upon 
my expressing a doubt as to the correctness of the title, S. re¬ 
plied “ At least he has always carried himself with magisterial 
dignity.” He had been nominated for President by the Work¬ 
ingman’s Party and his election a certainty. About his neck S. 
wore a long strip of elastic to which was pinned, by a penny 
brooch, a slimsy bit of red satin cut in the shape of a cross. 
Tied about the right and left upper arms were respectively white 
and black ribbons, while upon several fingers, worn ring fashion, 
were yellow strings from tobacco pouches. These were some 
blit not all of the fantastic adornments. Nevertheless enuncia¬ 
tion and gait were normal except for evidence of affectation 
which both disclosed. The patellar reflex was bilaterally some¬ 
what exaggerated. Pupillary reflexes were prompt and normal 
in reaction. 



